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Complaint investigation # 34943, #35065, and
| #35314 were completed at The Bridge of South
| Pittsburg on January 20, 2015. No deficiencies
| were cited under Chaper 1200-8-6, Standards for
| Nursing Homes.
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following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
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program participation.
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